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NOTES ON CERTAIN POST-OPERATIVE 
COMPLICATIONS AND SEQUELZ. * 


Thrombo-phlebitis: Parotitis: Paralytic Intestinal Dis- 
tension. 


GrorcE S. Coon, M. D., F. A. C. S., 
LovIsvILLe, Ky. 


It is not intended in this paper to discuss all the 
complications and sequale that may accompany or 
follow celiotomy, my principal object being to re- 
port with commentaries a few cases which hawe 
recently come under my personal observation, in- 
cluding thrombo-phlebitis and phlebectasia involv- 
ing the lower extremities, bilateral parotitis, and 
paralytic intestinal distension, the so-called para- 
lytic ileus. 

Thrombosis and embolism may involve arteries 
or veins in any situation. Where venous inflam- 
mation also exists the lesion is designated as 
thrombo-phlebitis; where venous enlargement and 
dilatation occur the term phlebectasia is applicable ; 
where pain is a concomitant it may be properly 
called phlebalgia. While the following sequence of 
events has oftentimes been clinically observed; (a) 
phlebitis, (b) thrombosis, (c) embolism, extensive 
phlebitis may exist without the production of either 
thrombi or emboli, and vice versa. 

So far as can be ascertained Hunter (1793) 
first attempted elucidation of the etiology of throm- 
bus development, advancing the theory that blood 
changes were responsible therefor. Since that re- 
mote period etiological hypotheses have become al- 
‘most as numerous as there have been writers upon 
‘the subject.** Infection as a causative factor, upon 
which considerable emphasis has been placed dur- 
ing recent years, was first mentioned by Welch 
(1899) ; and while in his post-mortem investiga- 
tions Kratz never failed to find an associated in- 
fection in embolism of the pulmonary arteries, ex- 
perience has demonstrated that post-operative 


* Clinical Report read before the Louisville Medical Club, of 
Louisville, Kentucky, December 15, 1916. 


** As an illustration it may be interesting to note that in the 
attempted explanation of the production of post-operative throm- 
bosis and embolism, probable and improbable theories have been 
advanced by the following observers among a host of_ others: 
Virchow, Recklinghausen, Wright-Knapp, Vasquez, Fowler, Johnson, 
Hektoen, Sonnenburg, Litten, Quimby, Becket, MacKenzie, Cornil, 
I nean-Illman, Boise, Schenck, Mayo, Dearborn, Abbott, Pekelher- 
ing, Schlatter, Porter-Jackson, Mahler, Singer, Brucke. Duhrsen, 

award i: Krusen, Frankel, Lilenfeld. Miller, Meyer, Ger- 
hardt, Wyder, Schimmelbusch, Osler, Clarke, Kraehl, Frazier, Kelly, 
Schmidt, Cordier, Senn, Hessler, Faber, e. 


thrombosis and embolism may occur in the ab- 
sence of infection, as shown in four of the cases 
herein recorded. 

Strange as the observation may appear, experi- 
mental thrombosis has seldom been produced even 
where infective material was introduced into the 
circulation of the animal. According to Baum- 
garten, McLean, and other investigators, single or 
even multiple venous ligation will not produce 
thrombosis, nor will crushing the veins, the intro- 
duction of threads, etc., in the absence of infec- 
tion. McLean cites an instance where he liberated 
an infected thread (colon bacillus) in the circula- 
tion experimentally; the animal died within four 
days; necropsy showed seropurulent fluid in the 
pleural cavity, and the embolus (thread ‘surrounded 
by blood clot) was found in the right lung. Based 
upon numerous experiments the author concludes 
that, (a) endothelial damage, upon which so much 
stress is usually placed, is not per se a cause of 
thrombosis, that (b) infection and necrosis or the 
toxins derived from infectious and necrotic proc- 
esses are probably the most important factors in 
the production of thrombi, that (c) slowing of the 
blood stream is a contributory cause, but per se 
will not cause a thrombus to form. 

The classification of thrombosis, as given by 
Hektoen several years ago, seems reasonable: 

(1) Thrombosis from adhesion: (a) on foreign 
bodies, (b) on the inner surface of vessels, the site 
of necrosis, fatty degeneration, or inflammation ; 

(2) Thrombosis from stagnation: (a) from lo- 
cal disturbances, from ligation, compression, cir- 
cumscribed dilatation, (b) from general. circulatory 
weakness ; ; 

(3) Thrombosis from fermentation: (a) due to 
destruction of blood corpuscles, (b) due to the 
introduction of ferments formed outside of the 
vessels. 

THROMBOSIS OF THE EXTREMITIES: 


The first case followed simple cholecystotomy 
for the removal of choleliths in a rather slender 
young woman. Convalescence progressed satis- 
factorily until the ninth day, when the patient 
complained of acute pain in the right leg, and de- 
veloped a temperature of 101.6°. The limb sub- 
sequently swelled to three. times its natural size 
and became tender, especially over the course: of 
the veins. There was no infection of the wound. 
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The patient made a satisfactory recovery with the 


exception of the leg which gave her some trouble. 


for several months because of the continued pain 
and swelling. ~ 


‘The second-case also-eccurred in a young woman. 


of similar physical type. The operative procedure 


consisted in the removal of a left cystic ovary, and _ 


shortening of the round ligaments to overcome 
uterine retro-displacement. There were no ad- 
hesions, and no infection followed the operation. 
The wound healed per primam and the patient had 
already been allowed out of bed, when suddenly 
without any warning her pulse and temperature be- 
gan to rise, and intense pain developed in the left 
leg. This was followed a day later by swelling of 


the leg with tenderness and a “ropy condition” of 


the veins. After several weeks in bed these 
symptoms gradually subsided. 

The third patient was a fleshy woman’ of forty- 
eight, who had suffered for a number. of years 
from menorrhagia and metrorrhagia, due to mul- 
tiple uterine fibromata, the abdominal tumor ex- 
tending nearly to the umbilicus. She had also suf- 
fered an occasional attack of so-called acute indi- 
gestion. Despite more or less constant hemorrhage, 
her general condition remained good, the pulse be- 
ing strong and not accelerated. 

A supra-vaginal hysterectomy was performed in 
the usual manner. Intra-abdominal examination 
disclosed the gall-bladder filled with concretions, 
which explained the digestive disturbances previ- 
The calculi were removed 


was drained. Both wounds healed without the 
slightest trouble, and convalescence was satisfactory 


until the tenth day, when the patient complained of 


chilly sensations accompanied by increase in the 
pulse rate and rise in the temperature. This was 
followed by intense pain in her left leg, which later 
swelled to double its natural size. The superficial 
veins were tender, and became hard and “knotty.” 
Notwithstanding that the patient was given re- 
peated enemata and laxatives, and it was recorded 
that evacuations were abundant, fecal impaction de- 
veloped in the rectum. Whether this was in any 
way causative of the thrombosis is uncertain, but 
it may well be considered a possible factor. 

Case four was a young woman who had been 
suffering from acute pelvic distress for about six 
weeks, and probably from chronic pelvic disease 
for a much longer period. During the last five 
weeks there had been considerable uterine hemorr- 
hage, and she had become very pale and anemic. 
Her pulse was 100 to the minute, compressible, and 
some fever had been present from time to time. 
A mass filled the posterior cul-de-sac, and the 
diagnosis of bilateral pyosalpinx was confirmed by 
operation. With the exception of some rather 
dense adhesions requiring separation, no difficulty 
was encountered in removing the tubes and ovaries, 
and barring a greatly increased pulse rate the pa- 
tient left the operating table in excellent condition. 
Two cigarette drains were inserted to the bottom of 
the pelvis. 

The patient had considerable fever (100° to 


102.6°) with a rapid pulse (120 to 140) for nearly 
a week, and there was a free discharge of pus. 


_ She was just beginning to improve, with normal 


temperature and lessening discharge, when throm- 


-bosis with its usual symptoms,—fever, pain and 


swelling,—developed in the left leg, accompanied 
by abdominal distress, distension and tenderness. 
About a week later the right leg became similarly 
involved, but in a less severe form than the left. 
The patient finally made a good recovery, but will 
probably have slightly swollen limbs for some time. 
This is my first experience with thrombosis of both 
legs following celiotomy. - 

In case five the patient was a rather fleshy man 
who drank freely and excessively. The operation 
was for the cure of a left inguinal hernia which had 
been unsuccessfully operated upon twice before. 
The previous operations had left the tissues in a 
devitalized’ condition, and the outlook was not 
promising for a permanent cure, especially as the 
patient’s occupation required heavy lifting. There- 
fore, before stitching the fascia a filigree of silver 
wire was introduced. The wound healed by first 
intention, arid a permanent cure of the hernia re- 
sulted. 

On the sixteenth day after the operation the pa- 
tient complained of pain in the left leg, which was 
followed by great swelling, tenderness and “knot- 
ting” of the veins. The leg still remains consid- 
erably swollen, but otherwise the patient is well. 


While thrombosis is not an infrequent complica- 
tion or sequel of celiotomy, regardless of the dis- 
ease for which the procedure is undertaken, it oc- 
curs far more frequently after pelvic than after 
upper abdominal operations. Operations for uter- 


ine fibromata furnish the largest proportion of in- | 


stances, thrombosis occurring in five per cent. of 
such cases. The left leg is the one predominantly 
affected. In Cordier’s series of two hundred and 
thirty-two collected cases, the left lower extremity 
was attacked in two hundred and thirteen, the right 
alone in eleven, and both’in eight. It is more apt 
to occur in patients who have become debilitated 
from long illness, or those who have suffered from 
profuse and prolonged hemorrhage, the corpulent 
and flabby, and those with infectious lesions. How- 
ever, it occurs not infrequently and most unex- 
pectedly in so-called aseptic cases, where the pa- 
tients are in excellent physical condition, and where 
the operations have been of short duration and 
rather minor in character. It is worthy of note 
that in four of the five cases herein cited, there 
was no apparent infection, and in. only one was 
there marked systematic depletion at the time of 


‘operation. 


According to Kelly and various other observers, 
death from thrombosis and embolism has occurred 
after myomectomy, exploratory celiotomy, ventro- 
fixation for retroflexed and movable uteri, salpingo- 
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dophorectomy, hysterectomy, curettement of can- 
cerous cervix, operations upon the vagina, the per- 
ineum, etc. 

The only prophylactic suggestions are, to avoid 
rough manipulation, and to change the position of 
the patient frequently. Dorsal decubitus for long 
intervals favors stasis in the pelvic veins ; massage 
and frequent movement of the legs will improve 
circulatory tone and tend to prevent stasis; the left 
lower extremity should receive especial attention, 
as it is affected ten times as frequently as the right. 

Fortunately thrombo-phlebitis involving the 
lower extremities is seldom fatal, but it usually 
leaves the limb in a slightly crippled or abnormal 
condition. Detachment of the clot (embolism) is 
the chief danger, and to avoid this the patient must 
be moved as little as possible after the development 
of thrombosis, and absolute rest in bed for four 
or five weeks is necessary. Massage of the limb 
must be prohibited. The foot should be elevated 
and the extremity immobilized with sand _ bags. 
Hot applications are usually grateful, and are of 
assistance in relieving the pain. 

Little need be said concerning the surgical treat- 
ment of moderate post-operative thrombo-phlebitis, 
since medical management will usually suffice. In 
the more severe types, however, surgery may some- 
times be indicated. The statistics of one Italian 
clinic (Siena) -show eighty-five patients subjected 
to Madelung’s operation (saphenectomy), the re- 
sults, both immediate and remote, being almost al- 
ways satisfactory; in fact, it is stated that no spe- 
cial post-operative incidents resulted, and there 
were only eight recurrences during six months’ ob- 
servation. Simple section of the vein, performed 
thirty-three times, gave thirty per cent. of recur- 
rences during four to ten years’ observation; par- 
tial saphenectomy, twenty per cent. recurrences in 
twenty-one cases during four to eight years ob- 
servation ; and finally Moreschi’s operation in eleven 
cases gave two recurrences during six years’ ob- 
servation. (D’Oria). 

It is noteworthy that certain infections, e. g., 
typhoid fever, appendicitis, influenza, pneumonia, 
scarlatina, puerperal infection, some types of septi- 
cemia and toxemia, or in fact any disease determin- 
ing alterations in the venous walls through action 
of microérganisms and their toxins, may induce 
phlebitis with subsequent thrombosis and secondary 
Production of phlebectasia. In the lower extremi- 
ties the most frequent site of thrombosis is the 
common femoral vein. The deep venous circula- 
tion being thus obstructed, the superficial network 
assumes the function of returning all the blood in 
the limb, the result being dilatation along the course 


of the saphenous vein. If the obstructing thrombus 
undergoes canalization, deep venous circulation may 
be re-established and the collateral dilated veins 
may return to their normal caliber; but if the 
thrombus causes permanent occlusion of the deep 
vessels, the superficial dilatations may also become 
permanent. (D’Oria). In operating for phle- 
bectasia induced by septic thrombo-phlebitis (ty- 
phoid fever, scarlatina, etc.) the germs which 
earlier invaded the circulatory system and were 
thus responsible for the phlebitis and thrombosis, 
might be awakened to greater activity (-D’Oria) 
and a fatality ensue. In such types of phlebectasia 
Biondi recommends interruption of the main arte- 
rial current by resecting (between two ligatures) 
a small portion of the superficial femoral artery, 
not disturbing either the superficial or the deep 
venous circulation. ‘“Arterectomy establishes a cir- 
culatory equilibrium by interrupting the current in 
the main artery of the limb, just as the obliterating 
thrombus had done in the vein.” D’Oria reports 
two cases of thrombotic phlebectasia of the lower 
extremities successfully operated upon according to 
the method of Biondi. 

Davis gives as the cause of pulmonary embolism 
producing sudden death after labor or pelvic opera- 
tions: (a) pre-existing infection, (b) mechanical 
violence, (c) altered conditions of the blood serum, 
(d) lesions of the bloodvessel walls. Crouse con- 
cludes that in thrombi and emboli: 

(1) We have a complication liable in all surgical 
work of 1.1 per cent.: 

(2) The occurrence of such a frightful accident 
after even such a simple procedure as ventro-fixa- 
tion teaches anew the important lesson that the 
surgeon is never warranted in guaranteeing the re- 
covery of a patient after a seemingly simple opera- 
tion: 

(3) That we should carefully examine the cir- 


culatory system of all patients demanding an 


operation : 

(4) That onerative intervention in selected 
thrombo-phlebitic cases of the superficial vessels is 
a rational treatment: 

(5) That there is no one factor that can ex- 
plain a thrombotic development, for such a com- 
plication in either a medical or surgical case is due 
to many different conditions: (a) vessel wall 
changes, (b) blood changes, (c) anatomical peculi- 
arities of certain regions, (d) mechanical irritations, 
and (e) infective conditions of vessels, blood and 
system: 

(6) That there is not much that can be done, but 
there is no surgical state that needs a better com- 
mon-sense treatment than thrombi and emboli: 
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(7) That we are dealing with a condition occur- 
ring in the main during convalescence, appearing 
from the second to the thirty-second day, mean 
average fourteen days; that it is in the main a com- 
plication arising without warning. 

During twelve and a quarter years (ending De- 
cember, 1911) Wilson states that approximately 
fifty-seven thousand major surgical operations were 
performed in St. Mary’s Hospital (Rochester, Min- 
nesota) with forty-seven fatalities from post- 
operative embolism. Autopsies were made in forty- 
one cases, and the clinical diagnoses were quite 
positive in the remaining six. 


Number 


Site of 
- of Deaths. 


Operation. 


Gall. bladder ............ 
Small intestine 
Calon and 


It is stated that not a single fatality occurred 
from embolism in over thirteen hundred breast 
operations, nor in about four hundred and fifty 
vaginal hysterectomies. Twenty-six of the patients 
were males, and twenty-one females; the youngest 
twenty-five years, the oldest seventy-two. In 
thirty-six the embolism was pulmonary, in ten cere- 
bral, and in one coronory. Some of the author’s 
conclusions are: 

(1) Following operations, particularly on blood 
vessels, alimentary canal, and genito-urinary organs 
(both male and female), from one to two per cent. 
of all cases give more or less distinct clinical evi- 
dence of emboli, above seventy per cent. of which 
are in the lungs: 

(2) As nearly as can be observed, from the ‘in- 
complete and necessarily inaccurate data at hand, 
about ten per cent. of post-operative emboli that 
give clinical hymptoms of diagnostic significance 
cause sudden death: 

(3) Where post-mortem examinations are made 
on cases of fatal post-operative embolism, the 
source of the emboli can be definitely determined as 
venous thrombosis in about eighty per cent., as 
cardiac thrombosis in ten per cent., while ten per 
cent. are scattering and undeterminable: 

(4) Though there must be more or less forma- 
tion of venous thrombi at the site of every extensive 
surgical operation, yet it is probable that the long, 
loosely-formed thrombi from medium sized veins 


are those chiefly concerned in embolism, and espe- 
cially in fatal embolism: 

(5) When large, loose thrombi are once formed 
in a resting patient, any unusual exertion or change 
of position may cause dislocation of large masses 
which become dangerous emboli. 

POST-OPERATIVE BILATERAL PAxoTITIS. 

According to my observation bilateral parotitis 
as a post-operative sequel of celiotomy is very in- 
frequent, and only one such case has come under 
my care. It is stated by Oehler that during eight- 
een months five instances of parotitis following 
celiotomy were encountered at the Frieburg clinic, 
whereas only one such example had been recog- 
nized in the previous history of that clinic. All the 


patients were extremely debilitated from malignant 


disease, and there were two fatalities. 

Dyball proposed the term “celiac parotitis’” for 
this rare complication following abdominal and 
pelvic surgery. It was suggested by Slocum that 
as the parotitis resulted not merely from surgical 
intervention, but from splanchnic manipulation or 
other obscure interference with visceral function, a 
still more appropriate designation would be 
“splanchnic parotitis.” It is the experience of the 
majority of observers that parotitis ranks with 
embolism and venous thrombosis among the very 
rarest of the operative sequele of abdominal and 
pelvic surgery. 

Dorland mentions three cases, two of which were 


unilateral and one bilateral; one followed accouche- ° 


ment, the other two developed subsequent to 
pelvic operations. Three cases are cited by Da- 
Costa.. According to Frank only sixteen cases of 
parotitis following appendicectomy have been re- 
corded in the literature. He adds two cases, both 
unilateral, one of which terminated fatally. Eleven 
cases are described by Miiller. 


Mrs. B., a fleshy woman aged seventy-seven 
years, had suffered many months from frequently 
repeated attacks of severe abdominal pain, accom- 
panied by distension and vomiting. She had lost 
considerably in weight because of her inability to 
retain food. During an acute attack strong peris- 
taltic action could be seen and felt in the right 
abdominal area. A diagnosis of chronic obstruc- 
tion to the fecal outflow, probably carcinomatous in 
character, was readily made. Operation revealed a 
carcinoma involving the hepatic flexure of the colon 
which was firmly attached to the liver and gall 
bladder. A lateral anastomosis was made between 
the cecum and the transverse colon, and the ob- 
structive symptoms were immediately relieved. 

The abdominal incision healed without trouble, 
and convalescence progressed in a most satisfactory 
manner until the fifth day, when the patient de- 
veloped a temperature of 101° F., and the right 
parotid gland became swollen, hard and painful- 
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A few days later a similar condition of the left 
parotid gland was noted. After a week the pain 
gradually subsided, although some swelling re- 
mained for several weeks. 


There is considerable difference of opinion as to. 


the cause of post-operative parotitis. Five sepa- 
rate and distinct theories have been advanced in at- 
tempted elucidation of the etiology: (a) pyemic or 
embolic, (b) heat degeneration, (c) toxin excretion, 
(d) the sympathetic theory, and (e) infection 
through the duct of Stenson. The latter hypothesis 
seems the most plausible, although the so-called 
ascending infection, i. e., through the ductal lumina 
against the excretory current, in other anatomic 
situations is emphatically disputed. _, 

Hanau and Pilliet (1889) first suggested that 
secondary parotitis might be due to infection from 
the buccal cavity through Stenson’s duct. On 
microscopic examination of sections of parotid 
glands secondarily infected they found the ducts 


choked with debris containing bacteria; that the in- 


flammation invariably began around the duct in the 


center of each lobule, later extending to its peri- 


phery and peri-lobular connective tissue where the 
blood vessels were situated. From these findings 
they concluded secondary parotitis could not be 
embolic in origin, else the inflammation would be- 
gin around the vessels; furthermore that the in- 
flammation began simultaneously in the center of 
many lobules indicated ascending infection. This 
was further emphasized by bacteriological studies 
of Girdde who found on making cultures from the 
gland, the orifices of Stenson’s ducts and the oral 
cavity, that the micro-organisms from each were 
invariably identical. 

From clinical observations and animal experi- 
mentations Claise and Duplay concluded that sec- 
ondary infection of the parotid gland would occur 
only in the presence of certain abnormal predispos- 
ing conditions: (a) that microdrganisms intro- 
duced must be excessive in number and exceedingly 
virulent, (b) that general vitality of the animal 
must be previously depressed by starvation or other- 
wise, (c) that the normal secretion and excretion 
of the parotid gland must be altered in quality and 
quantity. 

Based upon a thorough study of reported cases, 
the following conclusions are presented by Frank: 

(1) That it is highly probable secondary paro- 
titis is due to ascending infection through the duct 
of Stenson: 

(2) That the onset of parotitis may be prevented : 
(a) by careful mouth cleansing before and after 
operation, (b) by having everything used during 
administration of the anesthetic sterile, (c) by hav- 


ing the anesthetist avoid pressure upon the gland 
while attempting to elevate the jaws of the patient 
during anesthesia : 

(3) That when swelling does not exhibit any 
tendency to subside in about four days, it is ad- 
visable to not wait for fluctuation as the location 
of the pus is beneath the dense parotid fascia, 
therefore free incision and drainage should be early 
practised. 

The usual prophylactic treatment recommended 
is to keep the teeth and mouth clean to prevent 
stagnation of the salivary secretion while the pa- 
tient is maintained on a liquid diet. Chewing gum 
has been recommended by LeGrand Kerr. Unless 
suppuration ensues the symptoms ordinarly sub- 
side in ashort time. It must be remembered that 
suppurative parotitis represents a serious type of 
pathology, which requires prompt incision and 
drainage. Suppuration is said to occur in about 
forty per cent. of cases of post-operative parotitis. 

Miller advocates massage to evacuate the pus 
from Stenson’s duct. If no pus emerges on light 
pressure over the parotid gland and its outlet, mas- 
sage is contra-indicated, there being no reason to 
suspect metastatic parotitis. He cites one instance 
where the primary lesion was in the scapula; the 
parotid gland became swollen but no pus could be 
expressed. Four days later pus emerged, but the 
patient was then practically moribund from pyemia. 
In other cases treated with massage.the duration of 
the parotitis was three to eleven days, and no 
phlegmon developed. In five cases in which mas- 
sage was not applied, phlegmon developed in two; 
the process persisted over three weeks in two cases; 
for eighteen days on the right and fifteen days on 
the left side in another; in one the trouble subsided 
within five days under moist heat. 

With further reference to the case herein re- 
ported: Many in the profession seem inclined to 
deny elderly individuals the relief which the intel-’ 
ligent application of modern surgical principles will’ 
amply afford. How often do we hear the remark: 
“He is too old for an operation.” It has been my. 
experience that elderly people withstand surgical. 
operations remarkably well. 


PARALYTIC INTESTINAL DISTENSION. 


One of the most trying post-operative complica-~ 
tions or sequele for both the patient and the: 
surgeon is paralytic intestinal distension, or the so-° 
called paralytic ileus, with consequent obstruction’ 
to the fecal outflow, vomiting, and other distressing. 


manifestations. Two such cases have recently 
come under my personal observation. : 
There has been considerable debate as to the: 
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cause. of post-operative intestinal distension. In 
the true paralytic type there is more or less com- 
plete paralysis of the muscular coats of the in- 
testine, thus permitting the supervention of tremen- 
dous distension; but there is complete inhibition 
of peristaltic movement. According to the majority 
of observers the interference with peristalsis is 
caused by disturbed innervation of the intestinal 
muscularis, exactly the opposite to mechanical ob- 
struction which is due to physical causes. The 
vagus nerve innervates the entire small intestine, 
and irritation of its fibers causes movement through- 
out the entire intestine, i. e., increases peristalsis ; 
on the contrary, irritation of the splanchnic nerve 
tends to inhibit movement of the small intestine 
and at the same time causes anemia of its blood 
vessels. ‘The question whether paralytic ileus is 
caused by a disturbance in the anterior cornual 
cells and their corresponding sympathetic ganglia 
giving origin to the fibers of the splanchnic nerves, 
or whether the disturbance’ takes place in the 
sympathetic plexuses of Auerbach, Meisner and 
Billroth in the intestinal wall, will furnish an in- 
teresting and important field of investigation.” (Mc- 
Kenna). 


Mrs. X., aged forty-two years, a very nervous 
individual, was operated upon for the removal of 
a large uterine fibroma. There were no adhesions, 
and the operation was completed without difficulty. 
The patient convalesced normally for five days, al- 
though in the interim she suffered greatly from 
“gas pains.” Gas and feces were expelled on the 
second day after an enema had been given. 

On the fourth day after the operation abdominal 
distension was considerable, but the administration 
of a compound cathartic pill produced an abundant 
alvine evacuation. Her abdomen still remained 
soft, pliable, and there was no especial point of 
tenderness. Vomiting first occurred on the eighth 
day, after which it was frequent, and the vomitus 
became dark-brown in color. For several days 
auscultation only occasionally elicited intestinal 
“gurgling.” Enemata were always effectual in 
causing the discharge of an abundance of gas and 
sometimes feces. Castor oil, Epsom salts, and 
other cathartics were administered without avail. 
Gastric lavage was practiced twice daily, and va- 
rious medicated enemata were given several times 
each day. On the twelfth day croton oil (m. iii) 
was administered in a bismuth capsule, and at the 
suggestion of Dr. Bryan opium was given. 
Twelve hours later vomiting became less persistent 
and peristalsis gradually increased, but intestinal 
action remained sluggish for about a week. The 
operative wound healed without any trouble. 

' The second case was somewhat similar to the 
foregoing, excepting that it followed operation for 
strangulated hernia and appendicectomy. There 
was some peritoneal infection with colon bacilli, 
and drainage was used. The patient’s temperature 


reached 102° F. the day after the operation, then 
gradually subsided and remained below 100° F. 


. The pulse was never rapid. The abdomen became 


greatly distended, but was always soft. and pliable. 
There was no tenderness, and pain was entirely 
absent. 

Vomiting began about eighteen hours after the 
operation, and continued at intervals for one week. 
The vomitus soon became dark-brown in color, and 
finally decidedly fecaloid in character. Occasion- 
ally borborygmus could be detected by auscultation. 
Medicated enemata always caused a free discharge 
of gas, and frequently small particles of feces were 
noted. Cathartics of various kinds, including eser- 
ine, appeared valueless. Opium was adminis- 
tered during the seventh day. On the morning 
of the eighth day the patient’s condition was 
desperate, arfd a seidlitz powder with croton oil 
(m. iii) was introduced through the stomach tube 
following lavage, and turpentine stupes were ap- 
plied. The patient vomited twice afterward; free 
defecation occurred during the night, and com. 
plete relief of symptoms followed. 


Just what part opium and croton oil played in 
the relief of these two cases I am unable to say. 


I wish to especially emphasize the necessity for 


gastric lavage, which I believe to have been a very 
important factor in saving the lives of these two 
patients. 

In closing a few words may be permitted con- 
cerning the surgical treatment of post-operative 
paralytic intestinal distension where medical man- 
agement has failed to secure the necessary relief. 
I have never found it necessary to re-open the 
abdomen in cases of this kind, but in advanced 
cases enterostomy would be the most logical pro- 
cedure. In many instances it might be regarded 
as a life-saving operation. McKenna mentions two 
cases of post-operative paralytic ileus successfully 
treated by secondary operation, viz., incision of an 
intestinal loop (fixed ‘in the abdominal wall for 
drainage and saline irrigation, the resulting fistula 
being subsequently closed by resection and lateral 
anastomosis. He suggests, however, that this pro- 
cedure is attended with grave danger and should 
only be undertaken after other means have proven 
futile. It seems indicated in extreme cases where 
death seems impending. It is believed, however, 
that such instances will be found relatively infre- 
quent. 
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THE VALUE OF EYE MANIFESTATIONS 
COMPLICATING FRACTURED SKULL. 
PRELIMINARY REPORT. 


Martin CoHEN, M.D., 
New York. 


The association of ocular lesions and visual dis- 
turbances with fractures of the skull is important 
from the viewpoint of diagnosis, prognosis, treat- 
ment and forensic medicine. In obscure ‘cases an 
ocular examination may in certain fractures which 
tend to recover spontaneously give a very bad prog- 
nosis as to vision, while other severe and extensive 
fractures with a very bad prognosis for life may 
not lead to serious damage to vision, so that if the 
patient recovers he may completely regain his 
vison. In suits for damages, an expert opinion 
may be required in order to exclude the possibility 
of the existence before the accident of a unilateral 
or bilatral eye lesion resulting from luctic disease, 
nephritis, arterio-sclerosis, etc. 

The literature of the subject is neither extensive 
nor very satisfactory. A number of surgeons have 
reported on very large series of cases of fractured 
skull without, however, devoting much space to the 
eye findings; the latter consisting largely of obser- 
vations on the pupillary changes. Garach, in a, 
Paris thesis, 1914, collected all the cases he could 
find in the literature, but his notes of 32 published 
cases, including personal material, have only a lim- 
ited value because of the incompleteness of some of 


them, the absence of x-ray findings, the scarcity of © 


autopsy material, and the failure to note end- 
results. 

I have records of seventy-five cases of fractured 
skull, treated at the Harlem Hospital, which were 


confirmed by x-ray pictures, and by autopsy in 
fatal cases. In nearly all of these ophthalmoscopic 
examinations were made. In nineteen, fundus le- 
sions were present. The.type of fracture in this 
material is very largely that known as indirect 
basal fracture, such as is due to blows or falls on 
the cranium. Eye lesions have been known to fol- 
low simple contusion, but in the interest of sim- 
plicity they are not included in this present mate- 
In the great majority of fractures, both base 
and vertex were involved through irradiation, but 
in practice such cases are all classified under frac- 
tures of the base. Violence may have been suf- 
fered in any one of the three fossz, but naturally 
fractures into the anterior and middle fosse are 
those in which the eyes are most likely to be com- 
promised. It is seldom that fracture involving the 
posterior fossa radiates into the bony structure in 
the neighborhood of the visual organs. 


It has already been stated that simple contusions 
of the vertex or head injuries of any kind, outside 
of fractured base and vertex, are eliminated in 
this study as causes of eye manifestations. All 
fractures from bulelt wounds of the skull, produc- 
ing hemianopsia, all cases of direct violence, direct 
traumatic paralysis of the extrinsic ocular muscles, 
and pulsating exophthalmos, are also excluded. 
Our subject is limited therefore to pupillary 
changes, and to fundal changes such as venous sta- 
sis, papillitis, neuroretinitis, optic atrophy, retinal 
hemorrhages, and changes in the visual field. 

Eye manifestations should be brought in relation 
with brain injury causing papillitis, hemorrhages—in 
orbit, optic sheath and vicinity, due to direct trauma, 
(contre-coup) and actual bone injuries to the 
orbital wall, optic canal, and vicinity, causing lacer- 
ation or compression of the optic nerve. A study 
of Garach’s thirty-two cases fails to reveal any 
such mechanism. In some statistics, the orbital wall 
is involved in two-thirds of all cases of fractured 
base. In eighty-six cases of fractured base, col- 
lected by Von Hoelder, the orbit was involved in 
ninety-one per cent. and the optic canal in fifty- 
three per cent. 


Certain conditions may antedate the trauma, and 
may be confounded with changes due to the in- 
jury, or may act as contributory causes by offering 
an element of predisposition. These include con- 
genital anomalies, chronic inflammatory processes, 
and high refractive errors. Generally - speaking, 
one must bear in mind that the results of trauma 
must differ as to whether they act upon a healthy 
or on an abnormal eye condition. The most im- 
portant sequel of fractured base, such as pupillary 
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inequality, pseudo-papillitis, venous stasis, may all 
be present within a physiological condition in some 
subjects. 

The eye manifestations following fractured skull 
may be regarded as due, in a general way, to one 
or more of the following morbid conditions: cere- 
bral hemorrhages, direct or by contrecoup, lacera- 
tion of brain tissue, orbital hemorrhages, increased 
intracranial pressure, and possibly osseous ¢im- 


pression or simple severing of the optic nerve. 


The manifestations may be divided into pupillary 
and fundal. 

Pupillary findings: Normal, unequal, bilateral 
dilatation, bilateral contraction. 

Fundus findings: Mild papillitis, moderate paz:il- 
litis, retinal hemorrhages, unilateral primary optic 
atrophy, changes antedating the trauma. 

Unlike other observers, I have never observed, 
during a service at the Harlem Hospital for the 
past five years, where we average 75 cases of frac- 
tured skull annually, a single case of choked disc— 
that is, an evident elevation of the papilla. This 
condition requires time for development, and in 
fatal cases death occurs too early for its manifesta- 
tion, while in the recovered cases it never occurs. 

In the material under consideration, inequality 
of the pupils (in the recovered cases) was noted 
three times. This condition in the dilated pupil 
was associated with absence of the direct and indi- 
rect light reaction, while in the other pupil the 
direct reaction is normal, and the indirect reaction 
is absent. In the dilated side, in these cases, the 
fundus remained normal only in the early stage of 
the condition. One of the cases was associated 
with an immediate unilateral amblyopia, while the 
other two were accompanied by an immediate uni- 
lateral amaurosis. Such cases are important from 
a visual and medico-legal standpoint, and possibly 
also from the point of surgical intervention, pro- 
vided the s-ray establishes the presence of bone 
displacement ; but up to the present time this point 
has not been verified. Inequality of pupils produc- 
ing a unilateral traumatic dilatation without any 
apparent optic nerve involvement may also be pres- 
ent in cases terminating fatally, autopsy in such 
cases showing cortical hemorrhages, ruptured men- 
ingeal artery, lacerated brain tissue, hemorrhage 
into the sheath of the optic nerve, local subdural 
basal hemorrhages around the optic canal, local 
hemorrhages appear into the retro-orbital tissues, 
hemorrhages in accessory sinuses,.and fracture of 
the skull, but without any bone displacement around 
the optic canal. 

The question arises whether this pupillary dila- 


tation can be explained by the existence of cortical 
centers for visual motor impulses, such centers 
having been injured by the bone compression, cere- 
bral hemorrhage, or lacerated brain tissue. 

The general and local symptoms of fractured 
skull are too well known to need recapitulation. 
Since in many fractures that cause eye manifesta- 
tions the lesions occur or radiate in close proximity 
to the eye, we often see subconjunctival swelling, 
chemosis, hemorrhage into the lid, which are not 
due to direct violence to the eyebal but rather to 
direct extension from the retro-orbital hemorrhage. 

There is naturally great difficulty in conducting 
an ophthalmological examination soon after the in- 
jury, but pupillary conditions are readily noted. 
These are frequently normal. As soon as the pa- 
tient recovers consciousness and ability to orientate 
himself, his visual acuity may be determined by 
subjective tests. Cases differ very much in this 
respect. In one type, the acuteness of vision is at 
once markedly diminished on one or both sides, 
even to complete blindness. Thus, after a brief 
period of coma, the patient may find himself blind 
in one eye; if an ophthalmoscopic examination can 
be made at this time, the fundus will probably pre- 
sent nothing unusual. In the type of cases in 
which unilateral optic atrophy gradually develops, 
visual disturbances usually appear within a few 
days to a few weeks after the injury. This condi- 
tion is not perceived by some patients at first, 
owing to the fact that the disturbance is unilateral. 
The amblyopia and the amaurosis are due to inter- 
ference with the conductivity of impulses affecting 
directly the visual and pupillary fibers of the optic 
nerve. Perimetric examinations will eventually 
show various restrictions of the visual fields. 


In another class of cases, there are relatively 
slight visual disturbances after the injury, which 
are readily explained by slight fundal alterations. 
In this class, the damaged vision naturally im- 
proves, and there usually results a complete resto- 
ration of vision. 

Since a very large proportion of cases of frac- 
tured base end fatally, we can observe the course 
of the ocular disturbances only in the relatively 
mild cases. Generally speaking, those that recover 
are likely to suffer from temporary or permanent 
visual disturbances, one of the most conspicuous 
results being unilateral amaurosis or amblyopia. 
A papillitis appearing a few days or weeks after 
the accident might indicate the onset of a meningi- 
tis, as we have been able to demonstrate by autopsy 
in three cases. 

As regards vision, the cases which show unequal 
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pupils, with no response to direct or indirect light - Pupillary findings in 51 non-fatal cases. 


reaction in the dilated pupil, and accompanied by 44 
unilateral optic atrophy, result inevitably in a + 
marked permanent deterioration of the vision. 3 51 


Later, the dilated pupil undergoes a slight second- Light reaction was sluggish in the majority of 
ary contraction. In all other cases, whether or cases. 


not there are pupillary: or fundal changes, there | Fundal findings in 51 non-fatal cases. 
is apparently ultimate restoration of normal vision, MO ee ea 35 
the fundus becoming normal. Unilateral primary atrophy.. 3 
The only macroscopical autopsy findings in the Mild papillitis ..... bb espe 6 
visual apparatus, as I have been able to determine, 7 51 
consisted of hemorrhages into the sheath of the CONCLUSIONS. 
optic nerve, mairily in the orbital part, subdural 


1. Inequality of the pupils /with absence of 
light reflex is very common in fatal cases of frac- 
tured skull, while comparatively rare in the cases 
that recover. 


hemorrhages in the vicinity of the optic foramen, 
hemorrhages into the accessory sinuses, fracture 
in the vicinity of the optic canal, and retro-orbital 
hemorrhages. In cases of unilateral optic atrophy 2. Where there is inequality of the pupils asso- 
—all in survivors—we naturally have no anatomical Gated with unilateral amblyopia or amaurosis in 
findings, hence we have no absolute data relative ihe diluted papillary eye, one must recognize the 
to the cause of this lesion. If it could be shown subsequent possibility in this eye of a resulting de- 
by the +-ray that optic atrophy is produced by dis- scending primary optic atrophy. 
placement of bone pressing upon the optic nerve = 3. Lesions of the fundus are relatively infre- 
posterior to the entrance of the central retinal ves- quent, especially in the recovered cases 
sels, or possibly hematoma of the orbital part of 4. Papillitis usually indicates the presence of a 
the optic nerve sheath, surgical intervention might meningitis, an increase in the cerebral pressure, or 
be considered as a means of preventing amaurosis. possibly the result of hemorrhage into the sheath 
Garach notes the relatively frequent occurrence of of the optic nerve. 
hematoma of the sheath of the optic nerve, only = 5. Contrary to the usual observations, choked 
to conclude that it plays no rdle in causing unilat- gise was not observed in any of these cases 
eral optic atrophy. A microscopic study of tissues 6. The presence of a unilateral optic atrophy 
4 the visual apparatus is now being made and will should lead to the irivestigation of a possible previ- 
reported later. ous head injury, if all other causes are excluded. 
= “Ave cases of 7. In the cases terminating fatally, the pupil 
was generally dilated on the same side as the cor- 
u 
ge; a Hours tO any autopsy evidence of bone displacement on the 
a few days after the injury. The other three ies ages lor 
deaths were due to meningitis—two died on the . : 


sixth day, and one a month after the fracture oc- examination followiig 
cure skull injuries may be helpful from a medico-legal 
Pupillary findings in 24 fatal cases. point of view, as it may give evidence of the pre- 
existence of contributory factors. 
Unequal Abii SEL: sancti 3 I wish to express my thanks and appreciation to 
3 24 the attending surgeons of the Harlem Hospital and 
Light reaction was absent in the majority ot also to Dr. Charles S. Casassa for their kind inter- 
cases. est and assistance in this preliminary study. 
Fundal findings in 24 fatal cases. 
Néwoicintias ........ 3 Pituitary extract should not be used except in the 
Mild papillitis (bilateral)... 3 presence of a real, scientific indication, and it is 
Mild papillitis (uninateral).. 1 governed by the same conditions as the forceps 
Moderate papillitis ........ 1 operation, that is, the head must be engaged, the 
Retinal hemorrhages ....... 2 cervix completely dilated, no mechanical dispropor- 
Chronic. chorio-retinitis...... amas tion between the child and maternal parts, ete.— 


No examination ........... 5 24 Josepu B. De Lee in The J. A. M. Aw 
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THE MEDICAL RESERVE CORPS OF THE 
ARMY. 

In our May and June issues ,we called attention 
to the pressing need for physicians in the military 
service ot our country and, especially, we urged 
young physicians who have completed their hos- 
pital interneships, to recognize their patriotic duty 
to enter at once the Medical Officers’ Reserve Corps 
of the Army. The need is not in the future, nor 
in the near future, it is NOW. Thousands of doc- 
tors must be trained in the duties of recruiting, 
camp sanitation, field and base hospital administra- 
tion and active service with the fighting troops. 
Twenty thousand medical officers are required. 
Thus far, in the regular army, the national guard 
and the medical reserve corps there are less than 
one-fifth of this number. 

Many of the older men have joined the medical 
reserve and are now on active duty ; but the younger 
men, those under thirty-one and thus within the con- 
scription age, have not come forward in the num- 
bers that they should—and very soon, must do. 

The lowest commission in the Medical Officers’ 
Reserve Corps or, more properly, the Medical 
Corps of the United States Reserves, is that of 
first lieutenant, which carries pay of $2,000 per year. 
Commissions are open to all American physicians, 
not over 55 years old, who have had suitable pro- 
fessional training and are physically and morally fit. 

We publish in this issue an application form which 
may be torn out and used in the regular way. Fill 
this out as indicated, and have it sworn to before 
a notary public. Furnish also a certificate from 
your County Clerk or other official of your license 
to practice medicine, and letters from two citizens 


attesting to your character. The application, the 
certificate and the two letters should be submitted 
by mail or in person to the nearest Medical Re- 
serve Corps Examining Board who will examine 
you then or notify you when to appear for examina- 
tion. If you do not know where the Board nearest 
to you is located write to the Surgeon General of 
the Army, Washington D. C., for this information. 

If you are not already in the military service, if 
you are physically fit, it your home obligations do 
not actually forbid it, make known NOW your 
willingness to meet your share of the great obiiga- 
tion that has fallen upon your profession. 
—W. M. B. 


BRONCHOSCOPIC POSSIBILITIES IN 
CHRONIC LUNG SUPPURATION. 

The introduction of the bronchoscope and the 
orientation of the tracheo-bronchial tree is, or 
should be, a matter of simplicity in the hands of 
the experienced endoscopist. The removal of a 
smooth, non-impacted foreign body should present 
no difficulties in the absence of complications. For 
a long time the field of the bronchoscopit was lim- 
ited to this. 

Recently, with the perfection of the armamen- 
tarium and the development of the technique, the 
therapeutic and diagnostic application of the 
bronchoscope have broadened considerably. Physi- 
cians generally are recognizing that while it must 
always remain a major procedure and that in the 
hands of an inexpert operator it is not free from 
danger, a bronchoscopic examination presents less 
danger to the patient than the possible consequences 
of its omission. Diphtheria of the trachea and 
bronchi has been successfully combated, obstruct- 
ing membranes have been removed and lives have 
thus been saved. Malignant new growths, small 
enough to give good operative results have been 
discovered long before the symptoms and physical 
signs would have warranted such a diagnosis. 

Perhaps the most important advance—inasmuch 
as the number of sufferers is the greatest—has 
been made in the study of chronic suppurative con- 
ditions of the lung. The history of these patients 
is usually that of a cough for a longer or a shorter 
period, expectoration profuse, and of a foul odor, 
gradually increasing weakness and finally death. 
Surgery has offered them their only hope, but the 
selection of proper cases has been an extremely 
difficult problem. The localization of the lesion 
from the physical signs is not exact and even the 
roentgen-ray offers little more definite help. It will 
be remembered that the interlobar fissures of the 
lung are situated obliquely so that, in the roent- 
genogram the lobes overlap and a lesion on the 
left side may be in the upper or in the lower lobe 
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while on the right side the presence of the middle 
lobe makes the localization still more difficult. 

Bronchoscopy alone can in many cases differen- 
tiate between the surgical and the non-surgical 
cases. Yankauer, who has studied. chronic lung 
suppuration from the viewpoint of the broncho- 
scopist, has differentiated several groups of cases. 
In one group there is a dilatation of the main 
bronchus with secretion in the dilated space. When 
this secretion is removed it leaves behind it a clean 
cavity. There is no tendency for the secretion to 
reappear during the examination and there is no 
secretion coming from the branch bronchi. In an- 
other group of cases the main bronchus is not di- 
lated. The secretion is purulent in character and 
in many cases of a foul penetrating odor. When 
the secretion is cleaned out of the main bronchus 
it continuously reappears in drops from the mouths 
of the branch bronchi. It is in this group of cases 
that the bronchoscope is of inestimable assistance 
to the surgeon. : 

Inasmuch as there is no communication betwee 
the branches of the main bronchus in their distal 
distribution the observer can definitely delimit the 
lesion by noting from which branch the pus exudes. 
This tells the surgeon which lobe or lobes he is to 
attack and time and manipulation are saved after 
the chest is opened. So important has this exam- 
ination become that some of the foremost surgeons 
skilled in thoracic surgery will not operate in these 
cases without a preliminary bronchoscopy. It is 
obvious, too, that when the involvement is very ex- 
tensive surgery will fail of its purposes and the 
patient is better off without an operation. This is 
also determined with definiteness by bronchoscopy. 

There is another group of cases with lung sup- 
puration that come to the bronchoscopist’s hands. 
These are the foreign body cases where there is no 
history of the inhalation of a foreign body. In 
all patients with lung suppuration a roentgen ray 
picture is, of course, made as part of the diagnos- 
tic routine. In some of them an entirely unsus- 
pected foreign body is revealed. In others, owing 
to the nature of the foreign body, it does not show 
on the plate and is found only at the bronchoscopy. 
When of long standing these cases present the same 
clinical picture as the other groups. After the 
foreign bodies have been removed the condition 
often clears up miraculously. 

In non-operative cases the bronchoscope offers a 
method of treatment whereby the symptoms can 
be ameliorated and the patient’s life prolonged. 
The bronchoscope is passed frequently at short in- 
tervals and the lung is irrigated: through a double 
current irrigating tube which has been devised by 


Yankauer. Through one branch of the tube the 
solution is introduced and through the other it is 
aspirated from the bronchus. The end o1 tne tube 
can be directed against the bronchial wall aad the 
pus and mucus washed away. It would seem hat 
these patients, who have become accustomed to 
having large quantities of secretion in their bron- 
chi are more tolerant of this treatment than cae 
would consider possible. After a few broncho- 
scopies the patients no longer object to the man- 
ipulation. Their general health improves and the 
secretion becomes progressively less in amount and 
loses its foul odor.—L. G. K. 


wat 
PROSTATIC OBSTRUCTION. 

There is no nicer problem in surgery than that 
of the management of urinary obstruction by 
adenoma of the prostate for it involves, indeed, 2 
nice balance of physical signs and clinical judg- 
ment with the laboratory determinations of kidney 
function, the value and importance of which we 
have recently learned to appreciate. 

In most cases of prostatic obstruction a silver 
or block tin catheter can be passed, with gentle-— 
ness, even when mercier and bi-coudé catheters 
fail. If physicians would learn the wisdom of 
using the metal catheter at once in these cases it 
would save much traumatism, bleeding and even 
infection from futile efforts with other instruments. 

If the bladder is much distended it should not 
be emptied at once lest this produce serious vesica! 
hemorrhage. If the viscus is continuously drained 
through a catheter for a few days the prostatic 
obstruction may be so much reduced that there- 
after catheterization will be easy or, for a time, 
may be unnecessary. In some cases of prostatic 
obstruction the local condition (e. g., inoperable 
prostatic carcinoma), or the patient’s general con- 
dition, may make it desirable to continue catheteri- 
zation for a time or indefinitely. 

Usually, however, catheterization will sooner or 
later cause a purulent cystitis, and the infection 
may involve the kidneys. Very frequently, too, 
and sometimes very soon, the passage of the cathe- 
ter becomes impossible or, at any rate, causes too 
much distress to be continued. Then suprapubic 
cystotomy is indicated, preferably under local an- 
esthesia. Such a suprapubic outlet will have to 
remain indefinitely in those cases in which the 
patient’s condition does not improve sufficiently to 
warrant prostatectomy. It is a familiar experi- 
ence, however, that continued suprapubic drain- 
age, by relief of “back pressure” and by obviating 
the physical and mental distress of tenesmus and 
of instrumentation, so improves kidney function 
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and general status that, if he bide his time, the 
surgeon may safely remove the prostate of an old 
man upon whom, at the outset, such an operation 
would have been fatal—W. M. B. 


Nevuro-Psycu1atric Units ror Army Hospitats. 

The National Committee for Mental Hygiene has 
created a subcommittee on furnishing hospital units 
for nervous and mental disorders to the United 
States Government, the project having been ap- 
proved by Surgeon General W. C. Gorgas of the 
U. S. Army. 

This subcommittee, of which Dr. Pearce Bailey 
of New York is chairman, is authorized to secure 
the services of alienists and neurologists to be com- 
missioned in the Officers’ Reserve Corps, Medical 
Section, and to serve in the neuro-psychiatric units 
which are to be attached to the base and other hospi- 
tals of the military services of the United States. 
Further information will be given, and application 
forms sent to physicians qualified in this branch of 
medicine, on application by letter or in person to 
The National Committee for Mental Hygiene, 50 
Union Square, New York City. 


Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


OccuPpaTIONAL Mortatity 

The relation of occupation to illness and mortality 
is reciprocal. A high morbidity or mortality rate 
in any specific occupation necessarily lowers the 
potential efficiency of industry. A high hazard 
rate results in a decrease in the economic worth of 
the individuals entering into it and undermines 
their vitality. 


Thus far complete statistics dealing with these | 


two phases of the same problem are not available. 
The growing interest in the subject, however, has 
been responsible for the publication of many studies 
casting new light upon the importance of occupa- 
tion as a factor in increasing the morbidity and 
mortality rates in communities, partcularly those 
boasting of their industrial prominence. 

In Public Health Reports, June 8, 1916, Wynne 
and Guilfoy discuss occupation and mortality on the 
basis of the mortality returns from the city of New 
York for 1914. They recognize the numerous diffi- 
culties surrounding the correct interpretation of 
morbidity figures as at present constituted. Ap- 
preciating that their findings merely reflect gross 
conditions in occupations does not deny their value 
in pointing out the occupations apparently causa- 
tive of abnormally high mortality rates as a result 
of the prevalence of undue numbers of specific 
maladies. 

It is in consonance with modern views to find 
‘that the mortality from respiratory diseases is 


highest in those occupations where room crowding 
and poor ventilation are most common. This is ex- 
emplified by the hightened respiratory mortality of 
clerks, bookkeepers, clerical assistants, compositors 
and printers. ; 

- The fact that the mortality from cancer is uni- 
formly higher in the sedentary occupations as com- 
pared with the occupations requiring great effort 
and endurance suggests the need of further in- 
vestigation along these lines because the age varia- 
tions of the workers do not suffice to explain the 
phenomena upon grounds ordinarily accepted. 

Accidents caused five percent. of the total num- 
ber of deaths recorded among persons over fifteen 
engaged in the various occupations. The lower the 
age group the higher the mortality from accidents. 
The liability to accidents was greatest where the 
mortality was highest. In other words the hazard 
of occupation possesses an index in the accident 
rate. From the standpoint of occupational disease 
this would scarcely be true. Naturally, therefore, 
the highest mortality was found among railway, 
track, and yard workers and the next highest among 
laborers, while blacksmiths, machinists, painters, 
paper hangers, and teamsters revealed accident rates 
higher than the average of all industries. 

The statistics of a single year cannot serve as 
the basis of judgment as to the actual relations ex- 
isting between industry and accidents or illnesses. 
A single catastrophe in any one year or a break- 
down in the hygienic precautions of an industrial 
plant may result in an unusually high figure. Simi- 
larly strikes, lockouts, or depressed commercial 
conditions, may result in running industrial institu- 
tions at slow speed and with a limited number of 
workers thus lowering all figures. 

From the standpoint of accuracy it is advisable 
to have the ratio of morbidity and accident reduced 
to terms of a hundred or a thousand workers per 
eight or ten hour day. By so doing the curves pre- 
sent greater accuracy. 

It is recognized that many items beside the haz- 
ard of occupation must necessarily enter into the 
preparation of statistical tables of this character 
although it is exceedingly difficult to secure accur- 
ate data. The relation of wages, housing condi- 
tions, home environment, mental attitude, personal 
habits, degree of education, and technical training 
constitute important elements affecting the welfare 
of industrial workers. On the other hand, it is 
probable that these conditions do not vary greatly 
in estimating the general welfare of large numbers 
of persons and the general average may be accepted 
as balanced in the consiedration of the actual mor- 
bidity returns. Undoubtedly these facts are of still 
greater importance in connection with the mortality 
figures. The lower the wages the greater the likli- 
hood of the hospital care. Hours of labor and the 
length of the working day, incidence of a day of 
rest are likewise paramount factors in determining 
the relation of occupation to morbidity or mortality 
inasmuch as they involve the serious problem of 
industrial fatigue. The diseases and accidents that 
result from overwork and overstrain should not be 
credited to the inherent hazards of the industry, 
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but should be properly attributed to the failure 
to recognize the vulnerability of the human or- 
ganism to irrational and unhygienic hours of em- 
ployment: 

These comments and many others which might 
be made do not vitiate the worth of investigations 
of industry as suggestions for further studies and 
as a means of pointing out administrative measures 
which may tend to lower, limit, or control the all 
too great morbidity and mortality of occupation. 


Book Reviews 


Constipation, Obstipation and Intestinal Stasis. By 
SAMUEL Goopwin Gant, M.D., LL.D., Professor of 
Diseases of the Colon, Sigmoid Flexure, Rectum, and 
Anus in the New York Post-Graduate Medical Schcol 
and Hospital. Second edition.. Octavo: 584 pages: 
259 illustrations. Philadelphia and London: W. B. 
Saunpers Company, 1916. Cloth, $6.00, net. 


In this, its second edition, Gant has thoroughly revised 
his work on Constipation and Intestinal Stasis and brought 
it up to date, and has introduced seven new and interesting 
chapters. 

The work is an important one and equally valuable to 
the surgeon and the general practitioner. It is well con- 
ceived and profusely illustrated. The chapters are short 
and well planned. Gant makes the subject of constipation 
an exceedingly interesting one by his lucid discussions. 

The chapters on anatomy and physiology lack no essen- 
tial details, and they present a clear conception of what 
constitutes constipation. The chapter on etiology presents 
many novel facts generally unknown to the profession. 
The subject is treated in a broad manner. One learns that 
constipation is more common in America than in any 
other country in the world. The differences between atonic 
and spastic constipation are clearly defined. Gant’s opin- 
ion that most cases of constipation are of the spastic type 
and that pure atonic constipation is unusual, is now the 
accepted opinion of most authorities on the subject. The 
author does not forget his viewpoint, to ascribe all ills 
to constipation. He definitely and moderately states that 
a condition of stasis may be coincident with many com- 
plaints and symptoms such as those of a general neurosis 
or neurasthenia, and yet not be the cause thereof. 

The subject of therapy is adequately developed. The 
mechanical and hydrotherapeutic adjuvants to treatment 
are described in all detail. The role of psychotherapy and 
Christian Science in the cure of constipation is not over- 
looked and is graciously conceded. Copious water drink- 
ing is warmly recommended among other measures. 

The chapters on the surgical treatment of mechanical 
constipation are well written and extensive. He urges the 
removal of tumors of the large bowel in two stages. 

Excellent statistics are quoted from the literature and 
the author draws upon his wide personal experience for 
further data. Drainage of the excluded portion of the 
large intestine, such as accompanies excision of a portion 
of the bowel for disease or abnormal anastamoses (ileo- 
sigmoidostomy, etc.) is clearly taught as a necessary step 
of such an operation. Gant does not hesitate to recom- 
mend exclusion for angulations, kinks, ptoses, etc. 

The new chapters deal with pericolitis, Lane’s kinks, 
Ileal Stasis, Cecum Mobile, etc. While the author’s view 
as regards surgical interference in these still somewhat 
ill-defined diseases can hardly be called conservative, yet 
he avoids the rashness and _ ill-founded enthusiasm of 
many of the younger surgical writers, and in the main 
presents a logical and moderate discussion on the subject. 

Literary references are profuse, and the views of other 
writers on all subjects are liberally quoted throughout 
the volume. 

Gant does not see fit to recognize the subject of “dys- 
chezia” in his book, at least he does not identify it by that 


name. Nor does he have occasion to refer to the recent 
volume of Hertz on this same subject, a volume which 
in itself is one of the clearest conceptions of this dis- 
ease that has appeared in years. 

One criticism of this edition seems justified. There is 
absolutely no use made of the x-ray in studying the 
physiology of the bowels nor of the changes in peristaltis 
that occur in constipation. The instructive work of Holz- 
knecht, Singer,’ Stierlin, Hertz and many others is com- 
pletely ignored, and unjustifiably- so. 

All in all, the book is a most valuable one, and deserves 
close study. 


A in Khaki. By ArtHuR ANDERSON Martin, 
M.D., Ch.B., F.R.C.S, "Ed. Late Field Ambulance, 5th 
Division, 2nd Army; Late Surgical Specialist, No. 6, 
General Hospital, British Expeditionary Force, etc., 
Late Civil Surgeon, South African Field Force, 1901. 
Duodecimo; 216 pages; illustrated. New York: Lonc- 
MANS, Green & Co. $1.00. . 


This is the posthumous tale of a New Zealand surgeon 
who, reaching England from New York just as the great 
war broke out, secured at once a commission as “tempo- 
rary lieutenant” in the Royal Army Medical Corps, went 
to France with the expeditionary force in August, 1914, 
and served there until, with many other British army 
surgeons, he was killed in the battle of the Somme in 
1916. 

It is a simple, direct and continuous narrative written 
in a wholly natural style, without any attempt to make 
use of the many obvious opportunities for purely literary 
effect. In this natural but altogether excellent style lies 
the charm of this highly interesting narrative. 

The author tells of the confusion and inefficiency that 
marked the first days of the war in England and at the 
front, and his interesting experiences in reaching the am- 
bulance company to which he was assigned during those 
days of rapid retreat. Then came the battle of the Marne, 
cf which he gives a picture. In that battle his ambulances 
were parked on the side of a road close to a British bat- 
tery. “When the enemy shells fell short they fell near 
us. Our position was a dress-circle box seat. . . It was 
not every day that one could look on a real live battle.” 
Then follows a thrilling story of the perilous work of se- 
curing and caring for the wounded in the succeeding days 
in which the enemy was being pursued. The story carries 
on to the Aisne—but we shall tell no more of it here, 
for you ought to read it yourself. It is a grim story, in- 
deed, replete with horrors, for all its simple telling. “The 
surgeon sees the very seamy side of war. He comes close 
to the men stricken down in the field, helpless and bleed- 
ing and in pain. He stands by them in their dark hours 
in hespital and by their bedsides when tliey die. While 
the world is hearing the earthquake voice of Victory, he 
is perhaps kneeling on the straw easing the path to death 
of a dying man, one of the victors in the fight, or perhaps 
operating in a mean cottage, surrounded by wounded men 
waiting their turn on the table. The gallant charge, the 
brave defence, the storming of the enemy’s position are 
heralded in dispatches and in song and story, but trans- 
lated into the notebook of the ‘Surgeon in Khaki’ they 
represent many dead, many wounded, much crippling and 
mutilation, tears, distress and broken hearts. 
though the life of the ‘Surgeon in Khaki’ is amidst this 
aftermath of battle, he has the infinite satisfaction of 
knowing that he can, and does, hold out a hau.l of help to 
the hurt and maimed soldier crawling out of the welter 
of blood and destruction, and that he is doing the work 
of the Compassionate and Pitying One. . .” 


Mortality from Cancer and Cther Malignant Tumors 
in the Registration Area of the United States. 
Bureau of the Census. Octavo; pages. Washing- 
ton: Government Printing Office, 

This monograph, compiled from in last census, con- 
tained a most elaborate and extensive statistics upon can- 
cer in the United States. We find reported the geographi- 
cal and regional ‘distribution; relations of cancer deaths 
to age, sex, occupation, color, nationality, marital state, 
etc. This compilation should prove invaluable to students 
of the cancer problem. 
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Progress in Surgery 


A Résumé of Recent Literature. 


The Bladder Changes Due to Lesions of the Central 

Nervous System. Their Description and Treatment. 

Burns, Surgery, Gynecology and Obstetrics, 
une, 


The chief changes in the bladder due to lesions of the 
central nervous system consist in diminution in the tone of 
its musculature and that of the internal vesical sphincter. 
There follow then a gradual accumulation of residual 
urine and occasionally dilatation of the bladder. Incon- 
tinence results in the majority of cases with dilatation of 
the internal vesical sphincter and a funnel-shaped posterior 
urethra which may be readily demonstrated systoscopic- 
ally and radiographically. Paradoxical incontinence also 
frequently results. The most effectual form of treatment 
in these cases consists of intravenous and intraspuious 
therapy combined with dilatations of the urethra. 


The Surgical Treatment of Benign Neoplasms of the 
Bladder. Epwin Beer, New York, Surgery, Gyne- 
cology and Obstetrics, June, 1917. 


All benign papillomata of the bladder that are suitable 
cases for high frequency cauterization by means of the 
cystoscope—and the majority of the cases are suitable— 
can be definitively cured by this method. In the unsuit- 
able cases, intolerant patients, where there is active bleed- 
ing which obscures the cystoscopic view, where the tumors 
are so placed that they cannot be reached through the 
operating cystoscope, as, for example, behind large pros- 
tatic adenomata, or indiverticula, and finally in instances 
of papillomatosis of the bladder, either primary or follow- 
ing a surgical operation for papilloma after which dozens 
or hundreds of growths have been implanted all over the 
bladder. Beer offers the technique of direct cauterization 
of the growth by means of the Paquelin cautery through 
the opened bladder. There is no preliminary filling of the 
bladder with fluid, the bladder incision is gradually en- 
larged without any sponging or rough handling and each 
tumor as it presents is burned to a crisp. and every sus- 
‘sae spot, including the edges of the bladder incision, is 

urned. The whole operative field is finally soaked in al- 

cohol so as to destroy any liable particles that may have 
accidentally broken off during the manipulation. The pa- 
tient lies in the Trendelenburg position and the bladder 
is pulled out of its perivesical bed by its urachal end, per- 
mitting of thorough inspection and safeguarding the peri- 
vesical space against contamination. This technique has 
given Beer excellent results. 


Report of a Very Large Fetus. Grorce L. BropHeap, New 
York, American Journal of Obstetrics, June, 1913. 


Brodhead reports his personal case of a large fetus which 
weighed 15 11-16 pounds at full term delivery. The head 
was delivered by a midwife, but difficulty was encountered 
in the birth of the shoulders. When extracted it was 
dead. Inquiry into the literature elicits only one report 
of a heavier child, 25 pounds at birth, reported by D. P. 
Belcher. 
Puerperal Gangrene of the Leg. Wm. H. WELLINGTON 

Knire, New York. American Journal of Obstetrics, 
June, 1917. 


Knipe reports a case of puerperal gangrene of the leg 
following septic abortion. The bacteria involved were 
bacillus aerogenes capsulatus, streptococcus and a diplo- 
coccus. It started as a thrombophiletritis of the right 
broad ligament then involving the inferior vena cava, both 
common iliac veins, external iliac veins and the femoral 
vein on the right side, while the arteries were in no way 
involved. There was also a pyemia, bronchopneumonia, 
abscess of the lung, general peritonitis and death five 
weeks after the attempted abortion. The gangrene of the 
lez was complete within eighteen days following the on- 
set of pain in the foot and leg. 


A Study of the Anatomy, Pathology and Treatment 
of Uterine Prolapse, Rectocele and Cystocele. 
Ropert T. Frank, Surgery, Gynecology and Obstet- 
rics, January, 1917, 

Frank emphasizes the necessit- of considering and 
treating prolapse of the uterus, rectocele and cystocele 
from the same viewpoint anatomically and surgically as 
is inguinal hernia. A sound knowledge of the regional 
anatomy is of greatest importance. With very few ex- 
ceptions, anterior and posterior solporrhaphy combined 
with either the Alexander operation or ventrofixation are 
applicable to all cases of prolapse or cystorectocele and 
retroversion both during and after the child-bearing 
period. The. interposition operation is simple to perform 
according to Frank, but has the disadvantage that it neces- 
sitates sterilization and occasions bladder symptoms and 
recurrence of protrusion after operation for prolapse. 
Suturing of the isolated levator ani muscle is illusory, 
and even when the cosmetic results are good, a painful 
scarry perineum is often noted. *For the repair of cysto- 
cele the pubocervical ligaments and anterior fibres of the 
cardinal ligaments are utilized; for repair of rectocele the 
fascie of the rectum is united; the fascie of the levator 
muscle, and the triangular ligament is generally applicable 
with but few easily recognizable exceptions. Recurrences 
are to be expected following this technic as follow the 
operation for inguinal hernia (in general 1 to 10 per cent.). 


War Injuries of the Ear. A Résumé of Recent Litera- 
ture. J. S. Fraser, Edinburgh. Edinburgh Medical 
Journal, Journal of Ophthalmology and Otolaryngol- 
ogy, April, 1917. 

The external ear.—Even severely injured auricles can 
be saved by promptly suturing the severed portions. In- 
jury to the meatus is often followed by stricture. Some- 
times the facial nerve is cut. Direct injuries are almost 
always fatal unless they happen to be caused by spent 
bullets that lodge in the petrous bone. Purulent otitis and 
meningitis are apt to follow. 

Middle ear.—Rupture of the drum is due to explosions 
close to the ear. The tear is irregular in shape and gives 
the impression of there being a loss of tissue. There is 
frequently an accompanying concussion of the labyrinth. 
Purulent otitis usually follows. The prognosis is good. 
Direct wounds of the middle ear lead to extensive bone 
injury. Only rarely is the middle ear alone involved. In- 
juries to the mastoid alone are usually of good prognosis 
if all the foreign bodies are removed. Concussion of the 
labyrinth and facial paralysis may follow. Septic throm- 
bosis of the sigmoid sinus has been observed. 

Labyrinth.—Injuries may be classified as (A), direct,— 
due to bullets or fragments of shells. Usually they are 
immediately fatal. If not, death may follow as late as 
six weeks after from septic meningitis. (B) Indirect,— 
due to a blow on the head either with or without fracture 
of the skull. If the labyrinthine capsule is injured there 
is a discharge of cerebrospinal fluid from the ear. If not, 
deafness may be due to hemorrhage into the labyrinth or 
rupture of the eighth nerve. (C) Noise deafness,—con- 
tinuous overstimulation results in degenerative changes in 
Corti’s organ and later in the cochlear ganglion and nerve. 
This is seen in naval gunners and artillerymen. (D) Ex- 
plosion deafness,—the pathology is vague, several theories 
having exponents: (1) degenerative neuritis; (2), tearing 
of the membranous labyrinth; (3) hemorrhage into pons, 
medulla or cerebellum. 

The effects depend upon the caliber of the shell, atmos- 
pheric conditions, the angle at which the noise strikes the 
ear and the distance from the exploding shell. The ef- 
fects are more serious in an enclosed space, e. g., a trench, 
than in the open field. If the drum head remains intact 
the labyrinthine injury is apt to be more severe. 

Psychic deafness.—In many cases there are no demon- 
strable lesions and recovery, when it once begins, is too 
rapid and complete to be due to a peripheral lesion. Fra- 
ser believes it to be due “to the temporary abolition of 
sensory impulses in a brain already anemic as a result of 
physical fatigue and mental strain.” 

Aviators sometimes experience deafness, vertigo and 
vomiting on rising rapidly to great heights, and in severe 
cases Meniere’s symptom-complex is met with. 
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APPLICATION FOR APPOINTMENT 


IN THE 


MEDICAL RESERVE CORPS, U. S. ARMY 


To the SURGEON GENERAL, U. S. Army, 
Washington, D. C. 


Sir: 


I hereby make application to be examined for appointment in the Medical Reserve Corps, 


U. S. Army, and inclose testimonials as to my character and habits. * 


I certify that to the best of my knowledge and belief I am laboring under no mental or 
physical infirmity or disability which can interfere with the efficient discharge of any duty which - 
may be required of me if appointed in the Medical Reserve Corps, U. S. Army, and that the 
answers given to the interrogatories below are true and correct in every respect. 


I furthermore state my willingness to proceed to such point for examination as may be 
designated by the Surgeon General, with the tinderstanding that the journey entailed thereby must 
be made at my own expense. 


INTERROGATORIES. 


1. What is your name in full (including your full middle name) ? 

2. What was the date of your birth? 

3. Where were you born? (Give State and city or county; if foreign born, give country.) 
4. When and where were you naturalized? (For applicants of alien birth or. ) 

5. hes you married or single? 6. Have you any minor children; if so, oo many ? 

7. What is-your height, in inches? 8. Your weight, in pounds? 

9. Give the nature and dates of all serious sicknesses and injuries which you have suffered? 
10. If either parent or brother or sister has died, state cause and age in each case: 
11. Do you use intoxicating liquors or narcotics; if so, to what extent? 
12. Have you found your health or habits to interfere with your success in civil life? 


13. What academy, high school, college, or university have you attended? State periods of 
attendance from year to year, and whether you were graduated, giving date or dates of graduation: 


ae Name any other educational advantages you have had, such as private tuition, foreign 
travel, etc.: 


15. Give all literary or scientific degrees you have li if any, names of institutions granting 
them, and dates: 


16. With what ancient or modern languages or branches of science are you acquainted ? 


*Testimonials as to character and habits from at least two reputable persons must accompany this 
application. Political recommendations are not necessary. 
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17. How many courses of lectures have you attended? Names of colleges and dates: 


18. When and where were you graduated in medicine? 


19. Have you been before a State examining board? If so, state when, where and with what . 
result : * 


20. Are you a member of any State medical society? If so, give its name: 


21. Have you had service in a hospital? If so, state where and in what capacity, giving 
inclusive dates of each kind of service: . 


22. What clinical experience have you had in dispensary or private practice? 


23. Have you paid particular attention to any specialty in medicine; if so, what branch? 


24. What opportunities for instruction or practice in operative surgery have you had? 


25. Have you previously been an applicant for entry into the United States service? If so, 


state when, where, and with what result (if rejected state why): — 


26. Are you a member of the organized militia? If so, state with what organization and in 
what capacity : 


27. Have you been in the military or naval service of the United States as cadet or otherwise? 
If so, give inclusive dates of service with each organization, designating it: 


28. What occupation, if any, have you followed other than that of student or practitioner? 


29. What is your present post-office address? 


30. What is your permanent residence? 


32. The correctness of all the statements made above was subscribed and sworn to by the appli- 
cant before me this day of ; 


*This application must be accompanied by a certificate from the proper official that the applicant is 
duly registered to practice medicine in the State in which he resides. 
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